Introduction
Dermoscopy is a non-invasive tool that is widely recognized and used in the diagnosis of pigmented and non-pigmented skin tumors [1, 2] . In recent years, dermoscopy has been used for other dermatologic diseases including psoriasis, lichen planus, alopecia, and skin infestations [1, 2] . Lichen planus (LP) is an acute or chronic inflammatory skin disorder characterized by discrete, violaceous, polygonal papules [2, 3] . Though the diagnosis of LP can be made clinically, it can sometimes be challenging and histopathological examination is needed.
Dermoscopic examination may be helpful in these settings to aid the diagnosis. In this study, we aimed to categorize the dermoscopic images of LP patients before and after treatment.
Materials and methods
We analyzed and categorized the dermoscopic images of 255 LP lesions from 60 patients who had been diagnosed with 
Results
Among the 255 active LP lesions, 170 were CLP, 30 were AGLP, 15 were LPp, 15 were LPPI, three were ZLPP, ten were AALP, ten were Ac LP, one was SLPP, and one was GALP ( Among 15 LPp lesions, WS was observed in six lesions (40%). These were morphologically sub-grouped as reticular WS in one lesion (6.6%), radial streaming WS in one lesion (6.6%), perpendicular WS in one lesion (6.6%), and veil-like WS in three lesions (20%).
The WS color was blue-white in five lesions (33.3%) and white in one lesion (6.6%). Pigment patterns were observed We also observed co-existence of different LP types in three patients. Three patients had CLP lesions on the extremities and trunk, plus LPPI lesions on flexural regions. As we reported one of these patients previously [4] , we believe that LPPI is a variant of CLP, but the course of the lesions differs due to friction, resulting in histopathological-clinicaldermoscopic differences from CLP lesions. As seen in Figure   2 , though all lesions appear at the same time, dermoscopic patterns differ according to localization. In histological examination, hyperkeratosis and hypergranulosis are absent, but pigment incontinence is prominent in inverse LP lesions, resulting in pigment pattern prominence and WS absence in dermoscopic examination.
In conclusion, we described the dermoscopic images of LP, LP variants, and regressive LP lesions. We believe that dermoscopic evaluation can be useful both in the diagnosis and follow up of LP.
gresses to the 'reticular' pattern over the course of time. We assume that the "reticular" pigment pattern is an incomplete and moderate form of the "perifollicular/annular" pattern that manifests as half circular fine pigmentation instead of annular dark pigmentation and the combination of these half-circular fine pigmentations gives the image of "reticular" pigmentation. In some LPP lesions, the pigment pattern was absent in skin furrows, which has not been mentioned before in the literature. We suggest that the skin furrows are not exposed to friction, which could be the reason for the absence of pigmentation.
WS is commonly seen on dermoscopic examination in CLP lesions and it corresponds to hypergranulosis histologically [3] [4] [5] [6] . WS disappears after treatment, suggesting that we can use it as an activation marker in LP lesions. In AGLP lesions,
WS is seen at a lower rate compared to CLP lesions. Interestingly, "invisible WS" is also seen in AGLP patients. The lower rate of WS and invisible WS may be due to the acute attack of the inflammatory cells in AGLP and inadequate time to progress to hypergranulosis. Conversely, vascular patterns are seen at a higher rate in AGLP compared to CLP, which may also be due to the rapid onset of the lesions. WS is classically seen as white crossing lines on dermoscopic evaluation and defined as "reticular pattern WS" [3, 5] . In our study, we detected nine additional WS patterns beyond the "classical reticular" pattern. Leaf venation, circular, and radial streaming patterns were previously defined by Tan et al [7] . In the current study, leaf venation WS pattern was not detected, but circular and radial streaming WS patterns were detected similar to the Tan et al. study. We defined additional WS patterns as linear, globular, perpendicular, veil-like structureless, and a combination of these patterns. Reticular WS pattern is commonly seen in CLP but not that often in AGLP and LPp lesions. This can be due to distinct histopathological features in LP variants.
We found white dots in LPP, LPp, RLP, and CLP with decreasing frequency. We interpret white dots as follicular openings surrounded by dermal melanophages. The absent of white dots in AGLP may be due to the absence of pigment patterns in AGLP. We observed yellow dots in CLP lesions, which corresponds to hyperkeratosis and acanthosis histopathologically.
In RLP lesions, WS was totally absent while pigment patterns were frequently seen. This shows that WS is seen in active lesions and disappears with treatment, but pigment patterns resist treatment. They can even appear during late stages in spite of treatment. Figures 3 and 4 show that WS disappears but pigment patterns appear after treatment.
In early AALP lesions, peripheral homogeneous vascular patterns and central homogeneous pigmentation were seen;
